Introduction
N-type tracheoesophageal fistula without atresia is a rare congenital tracheoesophageal anomaly. Open surgical repair through a right cervical incision is the standard procedure in most hospitals.
1-3 Thoracoscopic repair has been described but is performed less frequently.
4
We report a case of a 7-week-old girl born at 36 gestational weeks who presented with episodes of coughing and cyanosis during feeds. Bronchoscopy showed an N-type tracheoesophageal fistula. Thoracoscopic N-fistula repair was performed New Insights and the Importance for the Pediatric Surgeon
We report a case of thoracoscopic N-type tracheoesophageal fistula repair using a 5.8-mm miniature stapler for fistula division. Our patient developed recurrent tracheoesophageal fistula 3 months postoperatively. One of the reasons for late recurrence may have been the small size of the fistula and not interposing a pleural or muscle flap primarily. 1, ►Video 1) . There were no intraoperative or postoperative complications. Three months later, the girl presented with influenza A pneumonia. Cough episodes with feedings recurred. A contrast study showed recurrent fistula, and reclosure of the fistula was performed thoracoscopically (►Fig. 2).
Video 1
Initially, bronchoscopy was performed and a guide wire was passed through the fistula for easier identification. Video 1 shows the endoscopic view of the esophagus with the guide wire in place. Subsequently, thoracoscopy was performed using 3-mm trocars and instruments. The esophagus, trachea, and fistula were then dissected. Once the fistula was completely visualized, the anterior port was upsized to a 5-mm trocar, the miniature stapler was introduced, and fistula division was performed using the miniature stapler. Online content including video sequences viewable at: www.thieme-connect.com/products/ejournals/html/ 10-1055-s-0037-1606192-ejpsr-17-0347-v1.mp4.
To our knowledge, this is the first report of thoracoscopic repair of a tracheoesophageal N-type fistula using a 5.8-mm stapler for fistula division. In our case, the initial success was overshadowed by late recurrence. We hypothesize that the very small fistula size may have contributed to recurrence as even the single staples were too big to approximate the fine tissue adequately. Therefore, we would currently advise against using the miniature stapler for this indication. The interposition of a pleural flap may have prevented recurrence.
